SUMMARY Of 3000 consecutive computed tomography (CT) head scans there were 28 adult patients who had a focal intracranial lesion, who presented with nonspecific symptoms, and who had normal initial neurological examination. These lesions included cerebral infarction (8), focal atrophy (5), intracerebral haematoma (3), chronic subdural haematoma (3), focal calcification (3) and intracranial neoplasm (6). Neurological consultation was obtained after the CT in all cases. Angiography was subsequently performed in 16, and eight patients underwent surgery. In no case was there evidence that clinical outcome was improved because of the early Cf diagnosis.
Computed tomography (CI) has decreased the need for other neurodiagnostic studies. Because of its rapid acceptance as an imaging technique, utilisation and cost benefit analyses have been limited. Following its introduction, the waiting time for CT was prolonged. This encouraged more judicious use, and head CT scans were usually ordered only by physicians with training in neurodiagnosis and neurological disease. With increasing availability, scans are sometimes ordered by physicians who have no formal training in neurodiagnosis. In certain cases, the patients have no prior neurological consultation, and the scans are performed with poor indication. The purpose of this report is to analyse the clinical findings and outcome in 28 patients who had an incidental focal lesion detected by CT which required much time and expense to study and evaluate with little ultimate benefit.
Methods and material
Three thousand consecutive adult patients who had Cf head scans were retrospectively analysed. Twenty-eight who had a focal abnormality were reported as having had a normal initial neurological examination, but none had had a prior neurological or neurosurgical consultation. Patients with systemic carcinoma, for example of lung or breast, in whom CT was performed as a staging procedure were excluded. The clinic and hospital records were analysed for the following information, (1) symptomatology necessitat-
Results
The symptoms for which the scan was performed is listed in On the basis of the CT diagnosis of cerebral infarction, all patients were treated with aspirin and dipyridamole. Follow-up CT was performed 2 to 6 weeks later in five patients; this showed no interval change in two patients with hypodense nonenhancing lesions and resolution of enhancement in three others. These eight patients were followed for 3 to 13 months by the neurologist and remained clinically stable and had no further transient ischaemic episodes.
Three patients had CT evidence of intracerebral haematoma, but no mention was made in the initial history of a stroke syndrome. They were men (age 52, 57, 59 years); all had systemic arterial hypertension and were taking multiple antihypertensive medications. The purpose of the hospitalisation was to improve the blood pressure control as their physicians believed they were noncompliant. EEG and Weisberg isotope scan were normal in all cases. The history subsequently obtained by the neurologist indicated a prior episode which was characterised by sudden onset of severe but evanescent headache followed by focal weakness or numbness lasting 3 to 4 days. This had occurred 2 to 4 weeks prior to hospitalisation. The neurologist reported that two patients had focal neurological deficit. The CSF was clear. A haematoma in the basal ganglia was believed to be of hypertensive aetiology; angiogram was not performed but an evaluation for a coagulation disorder was undertaken. Two other patients with lobar haematomas had angiography to exclude an underlying aetiology (angioma, aneurysm or neoplasm). In these three cases, hospitalisation was prolonged 6 to 12 days following CT; however medical treatment was not altered by this finding. In one case, followup CT showed resolution of the haematoma three months later.
Five patients had CT evidence of focal cerebral hemispheric atropy. The purpose of CT was to define an aetiology for diffuse paraesthesiae and light-headedness in two patients; three others had no neurological symptoms and indication for CT was to "rule out intracranial pathology". These patients were being evaluated for diabetes, abdominal pain, urological symptoms and neck pain. EEG had been performed prior to CT in one case; it showed slight focal slowing. Following CT, EEG was performed in four others, it showed focal slowing in two and was normal in two. Isotope scan was negative in all five cases. Neurological consultation showed unilateral pronator drift in one case, homonymous hemianopsia in one and was normal in three. Two patients had a prior history of head trauma accompanied by loss of consciousness. No patient underwent angiography. Hospitalisation was prolonged for 3 days after the CT to obtain neurological consultation, EEG and isotope scan. None of the patients had seizures and none have developed seizures within follow-up extending for 12 to 24 months.
Three patients had CT scan evidence of a unilateral chronic subdural haematoma. In two cases, there was evidence of mass effect but this was absent in one other. These patients had been hospitalised because of systemic medical disease; but CT was performed for headache only. In three patients, CT showed evidence of calcification; this was in the frontal-parietal, medial temporal and basal ganglia regions. In these three patients, the indication for the CT was to "rule out intracranial pathology"as hospitalisation was necessitated for an acute medical problem. EEG and dizziness. Prior to CI, EEG was normal in both cases; isotope scan was positive in the paretial and negative in the tentorial tumour. Neurological examination performed by both neurology and neurosurgical consultants were negative. Angiographic findings were consistent of meningioma; this diagnosis was confirmed surgically. Hospitalisation was prolonged by 16 to 26 days by surgery. Nine months post-surgery the patient with the parietal meningioma developed persistent focal seizures with no CT evidence of tumour recurrence; and the patient with the tentorial meningioma had a severe gait ataxia.
One patient had CT evidence of an intrasellar non-calcified enhancing lsion with suprasellar extension; however he had no endocrine or visual symptoms. This patient was hospitalised because of headache, lightheadedness and inabiity to concentrate which had developed after mild head trauma. Following CT, tangent screen visual field examination was normal. Angiography confirmed the CT findings and showed no evidence of aneurysm. Bifrontal craniotomy was performed with removal of a chromophobe adenoma. Hospitalisation was for 6 weeks. Following completion of radiotherapy, visual fields showed superior bitemporal quadrantopsia to 5 mm red test object.
Discussion
In the initial period following the introduction of CT, there was a waiting period of up to 2 months for CT. Because of this limited access, physicians with training in neurological disorders acted as a triage to determine the need for CT. With the dramatic increase in the number of scanners installed and a decrease in the waiting time for CT, this triage has been abandoned; physicians without specialised training in neurological disorders or neurodiagnostic techniques routinely order CT, and in patient's with questionable indications. ' 2 In this study, 28 patients who had a focal CT lesion did not have a prior neurological consultation and in no case is there evidence that outcome was improved by early CT diagnosis. Many more CT scans are ordered than should be. From this study it was not possible to assess the incidence because many scans were ordered from several different patient sources. In certain institutions very careful screening for CT was performed but in others no screening was possible.
This trend toward CT without initial neurological consultation was not related to lack of availability of neurologists or neurosurgeons, but it appears that CT was being used as a screening neurological procedure. This approach generates several types of problems; (1) 
